and less reliance on group homes for long-term patients, for this is not a service based on a remote mental hospital, and the hospitals involved are situated in the geographically compact catchment area. Over the years there has been an increasing provision for growing numbers of long-term day patients in day centres in Camberwell (Hailey 1974 ). Similar trends have been noted in Birmingham (Cross et 01. 1972) . In spite of a considerable expansion of day treatment in Camberwell, Dr Douglas Bennett suggested that long-term community patients need a much wider range of day provision than the present alternatives of day hospital treatment or day centre care. There is a need for 'chronic' day hospital places for those patients who are disinhibited, very paranoid or have obvious florid symptoms, as well as for those who frequently relapse and need readmission. Day centre staff cannot cope with such patients, nor with those who make persistent medical complaints or have a medical condition, such as diabetes, where treatment may be complicated by the patient's inability to cooperate. Such chronic patients are not usually treated in traditional day hospitals.
There is a need for many new forms of care. The chronic patient cannot be helped adequately by a single service or a single treatment, and needs instead a combination of services. Thus if the day or community treatment of chronic patients is to be a reasonable alternative to mental hospital care, then everyday treatment facility has to be part of a nexus of a community provision. That provision should contain a supportive service offering longterm care, as described by Watson, Bennett & Isaacs (I 970). Continuing personal care is provided by inpatient ward nurses on any day and at weekends. Preliminary findings from a study of this service (Mitchell 1980) show that 104 patients used it during six months in 1978. Of these, 57 patients were selected for detailed study. Twentytwo were attending four different day facilities within the area, 32 were attending as outpatients,
Fitness for work abroad 1

At a meeting of the Section of Occupational
Medicine which discussed the selection and preparation of travellers, especially for longer service in the tropics, Dr H J Friend recalled that 25years ago 43%of those invalided home by Unilever were I RcportofmeetingofScctionofOccupational Medicine, 29 March 1979. Accepted 28 November 1979 0141-0768/80/040303-02/$01.00/0 II patients were admitted once and one on two occasions during the six months. A number were living in special residential facilities provided by voluntary organizations.
While critics may argue about the relative value of community care and hospital care for the chronic patient, what is really needed is that both should be combined to provide a continuum of treatment, rehabilitation and care; for these complement rather than replace each other. If this view is accepted, we do not have to risk the immediate wholesale replacement of hospitals by expensive community provision. Instead, as in Hampshire and Camberwell, we can make piecemeal innovations, as funds become available. In doing this we must ensure that the community part of the service provides adequately for chronic as well as acutely ill patients. accidents. The present pattern shows a marked decrease in peptic ulcer, an increase in road accidents, but otherwise no material change. Air conditioning, shorter tours of duty, ete., have not reduced the problems of psychosomatic and psy-© 1980 The Royal Society or Medicine choneurotic disease, except for the reduction in peptic ulcers. One of the commonest stress disorders on return to the UK is diarrhoea without evidence of bacterial or amoebic infection, but which nevertheless often requires investigation at a. tropical diseases unit. There is a tendency for employees with personality problems to volunteer for the tropics, or to be recommended for overseas posting in order to get rid of them. Such people may be liable to develop depressive or obsessive symptoms abroad 'or become alcoholics. It is therefore essential to match the person to the job, the climate and social conditions wherever possible, as a sick repatriate without a job would find himself in a serious situation at home. The selection procedure must therefore include medical examination of the whole family, best carried out by an occupational physician conversant with the physical, psychological and social demands of the foreign situation as well as the job description. The examination should include a full past, family and occupational history, and should cover ongoing drug requirements.
Conditions which do badly in hot climates include skin disorders (especially psoriasis and severe acne), 'colitis', and recently diagnosed diabetes requiring insulin. Diabetics may have problems from stomach upsets, dehydration and limited access to medical advice. Chronic bronchitics often fare badly and a history of renal calculi is usually a contraindication, as is medication requiring laboratory control such as anticoagulants. Employees should have their hernias, piles, ingrowing toe nails and dental treatment dealt with before departure. A chest X-ray is generally advised. The examination should be carried out before the individual is offered the job, i.e, he should not be offered the job 'subject to medical examination', a procedure which can lead to much trouble particularly ifpersonality disorders are found in the wife or children. Dr Friend stated that it takes some45 minutes to counsel prospective travellers adequately. (I would suggest that some time might be saved by supplying one of the booklets for travellers -see references.)
Dr A C Turner pointed out that the immunization requirements ofdifferent countries vary. Some countries still require a smallpox certificate. Cholera immunization is not very effective; it needs repeating every six months and generally one dose is sufficient. Yellow fever immunization is very effective, probably for much longer than the recommended ten years. Monovalent typhoid or TAB arc strongly recommended, but may be omitted after the age of 40 if a full course has previously been given. Tetanus immunization should be kept up to date and can be combined with the typhoid. Oral poliomyelitis vaccine is also strongly recommended, and children may be advised to have rabies prophylaxis. Gamma globulin may be advised for highly endemic areas of virus A hepatitis, but it only protects for six months and may interfere with other immunizations.
Dr Turner's advice about acclimatization included reduction of obesity, avoidance of fatigue and maintenance of fluid and salt intake (one pint per 10°F per 24 hours and 15 to 25 g of salt), and avoidance of drip-dry fabric clothing. To avoid travellers' diarrhoea all milk and water including that for making ice should be boiled, or at least 'pasteurized' from a very hot tap. Shell fish should only be eaten if it has been seen alive just before the meal, fruit should be peeled, salads chlorinated and ice cream and mineral water only bought from reputable firms. Bathing in canals and lakes is of course extremely hazardous because of bilharzia, Weil's disease etc.
For malaria prophylaxis all speakers agreed that daily proguanil is the best choice, with weekly pyrimethamine second best, especially if there is any chance of a dose being forgotten. On short trips diarrhoea can generally be prevented with 2 tablets of Streptotriad daily.
Professor H V Morgan gave some useful advice on how to stay fit in the tropics. He emphasized adequate water and salt intake, hats for the balding, suede shoes and suitable mosquitoproofed housing, safe latrines and advice on clean food and drink and bathing facilities. He then gave a fascinating illustrated survey of the many parasites, worms, insects and viruses which amict the traveller, as well as solar effects, prickly heat and other physical hazards.
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